Atrial myxoma presenting as a pleural effusion and raised erythrocyte-sedimentation rate of unknown cause J R Soc MOO 1996;89:585-586 Myxomas are the most common of the primary cardiac tumours and will most frequently present to the cardiologist with signs and symptoms of mitral valve disease or with embolic phenomena. However, the manifestations of cardiac myxomas are protean and in cases where the presentation is unusual a high degree of clinical suspicion is necessary for the correct diagnosis to be made.
In December 1994 the patient had a transient episode of chest discomfort with associated left arm weakness, though she did not seek medical attention. Two weeks later she was found collapsed and unresponsive at home and was brought to the accident and emergency department at the University Hospital, Nottingham. The patient was unconcious with a Glasgow coma scale of 6/15 and signs of a left hemiplegia consistent with a right middle cerebral artery infarct. There was atrial fibrillation with a ventricular rate of 150 and no heart murmurs could be heard. A 12-lead electrocardiogram showed ST segment elevation in leads II, III and aVF with reciprocal ST segment depression in leads Vl-V3 typical of acute inferior myocardial infarction. An immediate echocardiogram was performed to look for an embolic source and this revealed a 2 X 2 em mass attached to the interatrial septum which prolapsed through the mitral valve during diastole. This mass had the typical appearance of an atrial myxoma. A cranial CT scan confirmed a right posterior-parietal infarct and a further right anterior temporal infarct with equivocal left OCcipital ischaemia. After discussion with the regional cardiothoracic surgical centre, it was decided that surgery should be deferred pending neurological recovery in view of the potential for disastrous intracranial haemorrhage during cardiopulmonary bypass and heparinization. Recovery was somewhat stormy and complicated by hypostatic pneumonia and septic shock. Repeat cranial CT scan was performed as the patient's visual perception was very poor and she appeared to be cortically blind. This demonstrated multiple infarcts in the posterior cerebral artery territories. Repeat echocardiography revealed enlargement of the left atrial mass and 5 weeks after admission she underwent thoracotomy and excision of a large left atrial tumour, histopathology of which confirmed a myxoma. Post-operative recovery was uneventful. Four months after surgery the patient remains cortically blind though she is otherwise well. Echocardiography shows no evidence of tumour recurrence, chest X-ray demonstrates resolution of the left pleural effusion and her ESR has fallen to 50mm/h.
DISCUSSION
Myxomas comprise up to 50% of all primary cardiac tumours and of these approximately three-quarters occur within the left atrium. They have been reported in patients aged from 3 months to 83 years, but most are between the ages of 30 to SO years 1. In one series of 130 patients with a cardiac myxoma, 44% presented with signs and symptoms of mitral valve disease and 28% with embolic phenomena/. A myxoma may mimic bacterial endocarditis with changing murmurs and constitutional disturbance 3 . With the now widespread availability of echocardiography, which is a highly sensitive method for the detection of intracardiac tumourst, it is likely that the correct diagnosis would be readily obtained in this group of patients. However, myxomas may present in guises that lead attention away from the heart. Non-specific manifestations such as pyrexia of unknown origin, weight loss and malaise are not unusual and cardiac myxomas may mimic a peripheral vasculitis or a collagen vascular disease with arthralgia and Raynaud's phenornenon'<". Elevation of inflammatory markers is common and the ESR is raised 8 in up to 69% and may be in the region of 100 mm/h. A mild polyclonal increase in immunoglobulins and a low-grade normochromic normocytic anaemia are often found 3 . The association of an atrial myxoma and a pleural effusion appears to be rare. The effusion, if present, is usually a transudate consequent on left atrial obstruction as in the above case, though in one case it has been due to thrombus within a right lower lobe pulmonary vein 8 ,9. In the majority of cases, the diagnosis of a cardiac myxoma is either apparent or arrived at after echocardio-graphy performed because of dyspnoea, syncope, a cardiac murmur or an embolic event. However, if the presentation is atypical the correct diagnosis will only be reached if it is considered and will depend upon the clinician's awareness of the diverse manifestations of cardiac myxomas. This is especially important in view of the high probability of surgical cure.
